Henoch-Schönlein Purpura With Intussusception: A Case Report  by Lai, Hui-Chien
©2010 Taiwan Pediatric Association
CASE REPORT
Pediatr Neonatol 2010;51(1):65−67
Corresponding author. Department of Pediatrics, Show Chwan Memorial Hospital, 542 Chung-Shan Road, Section 1, 
Chang-Hwa, Taiwan.
E-mail: sinped@yahoo.com.tw
Gastrointestinal symptoms in Henoch-Schönlein purpura (HSP) are common and 
occur in about two-thirds of HSP patients. Surgical intervention is only required in a 
minority of cases. Intussusception is a rare complication and the most common surgi-
cal indication for HSP. We report a 3-year-old boy with HSP and clinical manifestations 
of palpable skin rash lasting for 4 days, fever for 3 days, intermittent abdominal 
cramping pain, and left ankle arthralgia lasting for several hours. Abdominal sonog-
raphy revealed characteristic signs of intussusception including a doughnut 
sign and a pseudo-kidney sign in the right upper quadrant of the abdomen. After 
unsuccessful initial reduction by air enema, surgical reduction was arranged 
and manual reduction of the ileocecal intussusception without bowel resection was 
carried out.
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1.  Introduction
Henoch-Schönlein purpura (HSP), also known as 
anaphylactoid purpura, is the most common sys-
temic vasculitis in childhood. Abdominal pain is the 
most common gastrointestinal manifestation of HSP 
and may result from vasculitis, intestinal edema, 
mural hemorrhage, or from complications such as 
intussusception and perforation.1 Intussusception 
is a very uncommon complication but is the most 
common surgical indication for HSP. Intussusception 
is present in 1.3−13.6% of all children with HSP. 
More than half of the cases of intussusception in 
HSP are confined to the small bowel. We report a 
case of HSP with ileocecal intussusception that re-
quired surgical intervention.
2.  Case Report
A 3-year-old boy suffering from skin rash for 4 
days, fever for 3 days and left ankle arthralgia was 
brought to our pediatric emergency department 
with intermittent cramping abdominal pain. On ar-
rival, his vital signs were measured to be, pulse, 
120 beats/min, blood pressure, 111/72 mmHg, and 
respiration rate, 40 breaths/min. He had a dis-
tended abdomen with diffuse mild tenderness, 
multiple palpable purpura over the bilateral lower 
extremities and buttocks, and swelling of the left 
ankle with tenderness. Laboratory studies revealed 
a white blood cell count of 9 ˜  109/L and hemo-
globin was 132 g/L. Urinalysis did not contain red 
blood cells or protein.
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Intravenous dexamethasone (0.15 mg/kg per 
dose every 6 hours) was prescribed, and abdominal 
ultrasonography revealed features consistent with 
intussusception including a doughnut sign and a 
pseudo-kidney sign in the right upper quadrant of 
the abdomen, and mild distended bowel loops in 
the right lower quadrant without ascites (Figure 
1). An air enema was performed but was unsuc-
cessful (Figure 2). Surgical intervention was sug-
gested and manual reduction of the ileocecal 
intussusception was done during an operation. On 
postoperative day 3, abdominal pain improved, 
and the intravenous dexamethasone was discontin-
ued. On postoperative day 4, a fever developed, 
but abdominal ultrasonography showed no evidence 
of recurrent intussusception. Five days later, the 
patient was discharged after the fever had subsided. 
The purpura over the bilateral lower extremities 
and buttocks subsided 2 weeks after discharge, 
and no recurrence of HSP or intussusception was 
noted in a 2-year follow-up period.
3.  Discussion
HSP is a systemic small-vessel vasculitis disorder 
that commonly affects young children. The annual 
incidence of childhood HSP in Taiwan is 12.9 per 
10,000 children. The peak age of onset is between 
5 and 6 years. Boys are more commonly affected 
than girls; the disease onset is more common in 
autumn and winter.2 About two-fifths to two-thirds 
of patients have a history of respiratory tract in-
fection before the onset of HSP symptoms and the 
typical clinical manifestations include non-throm-
bocytopenic palpable purpura, arthralgia or arthri-
tis, abdominal pain and occasionally nephritis.3
The incidence of gastrointestinal symptoms of 
HSP is about 50−75%.4−7 Chen and Kong5 have re-
ported that the gastrointestinal symptoms occur 
before the manifestation of skin lesions in 25.3% of 
patients. Gastrointestinal symptoms usually in-
clude abdominal pain, nausea or vomiting and 
transient ileus. The pain is characteristically col-
icky and localized to the periumbilical and epigas-
tric regions. The pain worsens after meals, similar 
to bowel angina or ischemia. Abdominal pain may 
be due to inflammation, edema or hemorrhage in 
the intestinal wall, or serious complications such 
as perforation, obstruction, infarction, hemorrhage 
and intussusception.4−7
Intussusception is the most common surgical 
complication of HSP in childhood and occurs in 
0.7−13.6% of patients.6 It is uncommon in adults 
and children under the age of 3 years, and may 
occur at any stage of the illness.8,9 The sites of in-
tussusception with HSP are most frequently il-
eoileal (51%), followed by ileocolic (39%), and 
rarely jejunojejunal and colocolic.1,6 Bowel 
wall edema or submucosal bleeding is typically 
identified as the lead point in intussusception with 
HSP.10 In contrast, most (about 80−90%) of intus-
susceptions reported in children without HSP 
are ileocolic and are thought to result from hyper-
plasia of lymphoid tissue in the distal ileum.11 
Intussusceptions with HSP are occasionally associ-
ated with bowel perforation.6
Ultrasonography is the imaging modality of choice 
for assessing bowel involvement and detecting com-
plications such as intussusception; it is effective in 
documenting spontaneous reduction of intussuscep-
tion. Hu et al12 reported that ultrasonography could 
predict the reducibility of intussusception with 
HSP by the presence of air or fluid between the 
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Figure 1 Abdominal ultrasound revealed a doughnut 
sign (large arrow) and a pseudo-kidney sign (small 
arrows) in the right upper quadrant.
Figure 2 Three attempts of air reduction for the intus-
susception were unsuccessful and the intussusceptum 
(arrow) was persistently localized over the ileocecal 
region.
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layers of the intussusceptum, suggesting looseness 
of intussusception.
The efficacy of corticosteroids to prevent se-
vere complications or relapses is controversial. 
Two randomized, double-blind, placebo-controlled 
trials showed different results.13,14 On study re-
ported a significant reduction in the intensity and 
duration of abdominal and joint pain, and an al-
tered course of renal disease,13 while the other 
study showed that prednisone use in early stage of 
the condition did not affect renal involvement at 
1 year, or acute gastrointestinal complications.14 
Spontaneous reduction of the intussusception with 
HSP may occur after the administration of steroids 
when no lead point is found on imaging studies.15
Contrast or air enema reduction is useful in ileo-
colic intussusception. However, it is not effective in 
more than one-half of the intussusceptions with HSP, 
because half of them are confined to the small 
bowel.1,6 Therapeutic reduction of the intussuscep-
tion with HSP using air or a contrast enema is more 
hazardous, and the risk of perforation is relatively 
high because the affected bowel is generally in-
flamed, hemorrhagic and/or edematous as a result 
of vasculitis.16,17 Surgical intervention is required in 
three conditions: (1) with non-reducible intussuscep-
tion by air or contrast enema; (2) with spontaneous 
reduction of ileoileal-type intussusception for over 
24 hours; (3) with intestinal perforation.6
In patients with HSP with prominent abdominal 
symptoms, abdominal echogram and occult blood 
test of stool samples are very informative when 
severe gastrointestinal involvement is suspected. 
Careful clinical monitoring by serial ultrasound ex-
aminations is recommended for the  early diagnosis 
of intussusception or bowel perforation,4,18 as well 
as the monitoring of spontaneous reduction or post-
operative recurrence of intussusception.
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